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11.I Additional Payment for Nominal Charge Hospitals 

Any New Jersey acute care hospital that has been recognized by 
the New Jersey Medicaid program as a nominal charge hospital for 
threeprioryears,andwhich hashadaMedicaidfee-for-service 
utilization greater than30 percent in its first finalized cost report for 
the hospital's fiscal yearendingduring1995,shallbeeligible to 
receive enhanced payments for providing inpatient servicesto New-
Jersey Medicaid and JerseyNew FamilyCare-Plan A fee-for
service beneficiaries. 

for rendered July 21, 2000,Effectiveservices after interim 
payments shall be made in equal lump sum amounts accordingto a 
monthlyschedule,basedon an estimate of the total enhanced 
amount payableto a qualifying hospital, subject to cost settlement. 

Final enhanced payments shall be determined at cost settlement, 
andshall be calculatedasfollows:$2,150perMedicaidinpatient 
day,adjustedbyavolumevariancefactor(theratio of expected 
MedicaidinpatientdaystoactualMedicaidinpatientdays for the 
rateyear)andsubjecttoaprorataadjustment so that the total 
enhancedperdiemamountsareequivalent to thetotal annual 
State andFederal funds appropriated in the amount of $52 million. 
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